Abstract The aim of this study is investigate whether the cross-cultural value paradigm 'individualism-collectivism' is a useful explanatory model for mental illness stigma on a cultural level. Using snowball sampling, a quantitative questionnaire survey of 305 individuals from four UKbased cultural groups (white-English, American, Greek/ Greek Cypriot, and Chinese) was carried out. The questionnaire included the 'Community Attitudes to Mental Illness scale' and the 'vertical-horizontal individualismcollectivism scale'. The results revealed that the more stigmatizing a culture's mental illness attitudes are, the more likely collectivism effectively explains these attitudes. In contrast, the more positive a culture's mental illness attitudes, the more likely individualism effectively explains attitudes. We conclude that a consideration of the individualism-collectivism paradigm should be included in any future research aiming to provide a holistic understanding of the causes of mental illness stigma, particularly when the cultures stigmatization levels are particularly high or low.
Introduction
Understanding the issues of mental illness stigma is important for prevention, early detection and community treatment of psychiatric disorders (Corrigan et al. 2005 ; Thornicroft et al. 2008; Thornicroft et al. 2008) . The World Health Organisation highlights the damage resulting from stigma, stating that those being stigmatised can experience loss of self-esteem, disruptions in their family relationships, and are consequently limited in their ability to socialize, obtaining housing and employment. They also highlight that stigma can hamper the prevention of mental health disorders, the promotion of mental well-being and the provision of effective treatment and care (WHO 2011) . Stigma can have significant negative repercussions on not only those people with the mental health problem, but also their family members and friends, and mental health provider groups (Corrigan et al. 2005) . More specifically, it can deter people from seeking help (Thornicroft 2007) , which can delay treatment and lead to social isolation and loneliness-consequences which can exacerbate problems (Link et al. 1997; Thornicroft et al. 2009 ) and hamper rehabilitation (Link et al. 1997; Ritsher and Phelan 2004; Link et al. 2001 ). Stigma has also been shown to reduce employment and education opportunities (Link et al. 1997; Thornicroft et al. 2009 ), result in poorer physical healthcare, suicidality, and higher mortality rates ). Furthermore, stigma has been identified by mental health services users as a key reason towards suicide attempts (Eagles et al. 2003) , and as potentially more disabling than the mental illness itself (Finzen 1996) .
A range of explanatory factors have been proposed for why people stigmatise mental illness. These have included being older (Morano and DeForge 2004; Adewuya and Makanjuola 2008; Webb et al. 2009 ), being younger (Crisp et al. 2005; Al-Krenawi et al. 2004) , having a lower level of education (Lauber et al. 2004; Crisp et al. 2005) , being from lower social classes (Crisp et al. 2005; Dyduch and Grzywa 2009; Yoshii et al. 2011; Brockington et al. 1993; Heller et al. 1980; Whatley 1959) , being male (Crisp et al. 2005; Dyduch and Grzywa 2009) , having fewer mental health services available in the local area (Al-Krenawi et al. 2004) , and low levels of individual contact and experience with mental illness (Crisp et al. 2005; Addison and Thorpe 2004; Ng and Chan 2000; Pettigrew and Tropp 2006; Roman and Floyd 1981; Wolff et al. 1996a, b; Yang 1989) . It has also been highlighted that certain cultures are more likely to stigmatise mental health problems than others. For example, it has previously been revealed that Greek/Greek-Cypriot UK migrants hold significantly higher levels of stigmatising attitudes than white-English UK born people on measures of authoritarianism and social restrictiveness (Papadopoulos et al. 2002) . Furthermore, UK non-Caucasians have been shown to much more likely to object to an educational campaign about mental illness than Caucasians (Wolff et al. 1996a, b, c) , as well as less favourable attitudes towards the mentally ill (Bhugra 1989) . Anglin et al. (2006) collected nationally representative samples of African Americans and Caucasian Americans and found that the former were significantly more likely than the latter to believe that people suffering from schizophrenia or major depression would do something violent to other people. This difference remained even after controlling for age, political views, family income, education, and religion. Whaley (1997) has conducted the only other nationally representative study of cross-cultural stigma differences. This study revealed that the Asian-Pacific Islander, African-American, and Hispanic respondents viewed people with mental illness as significantly more dangerous than Caucasian respondents. This finding remained significant for the African-American group even after controlling for a range of factors, including the level of contact with persons who had mental illness. Further support for cross-cultural stigma differences have been also revealed by a recent literature review of quantitative and qualitative studies which have examined mental illness stigma and ethnocultural beliefs (Abdullah and Brown 2011) . Specifically, their findings showed that Asian and African Americans cultural groups hold comparatively stronger stigmatising beliefs than other American cultural groups (particularly Americans of European descent). Cross-cultural variation of mental illness stigmatisation has also been documented by Al-Krenawi et al. (2009) who found that stigma levels significantly varied between Palestinian, Kuwaitis, Israeli Arabs, and Egyptians national student samples.
Researchers have yet to be able to adequately explain why mental illness stigma levels vary across cultural groups. The aforementioned studies, several of which are highly methodologically rigorous, have confirmed that cross-cultural stigma variation remains even after controlling for a range of socio-demographic variables. Therefore, it seems necessary to try to establish why and how cultural variation mediates mental illness stigma. One of the most widely used frameworks for characterizing cross-cultural differences (and similarities) is the 'individualism-collectivism' value paradigm. This framework pertains to how individuals define themselves and their relationships with others (Brewer and Chen 2007) and reflects Hofstede's (1980) conceptualisation of culture: ''the collective programming of the mind which distinguishes the members of one group from another'' (p. 21). The framework has been criticised as being overly encompassing of all forms of cultural differences, as well as a frequent post hoc explanation of observed differences across cultures (e.g. Bond 2002; Berry et al. 2011) . However, authors of recent reviews agree that the constructs of individualism and collectivism are important dimensions of cultural variation (Oyserman et al. 2002; Schimmack et al. 2005; Brewer and Chen 2007) .
There are currently some tentative clues of a possible link between individualism-collectivism and mental illness stigma. Firstly, cultures that researchers traditionally agree are more strongly individualist, such as the American, white-English, German, and Australian cultures, have previously been found to be less stigmatising to mental health problems (Jaques et al. 1973; Papadopoulos et al. 2002; Westbrook et al. 1993 ). Equally, many previous studies have documented the alignment of collectivist values among Asian, African and Arab cultures (Hill 2003; Abu-Baker 2005; Tyler et al. 2008; Al-Krenawi et al. 2009 ).
Further, examining the attributes of cultural individualism and collectivism reveal that for individualistic cultures, personal goals have primacy over ingroup goals and also that 'cultural complexity', where there are often more cultural choices and lifestyles (Chick 1997) , is more likely to be found. This is important because the more 'complex' a culture, the more likely it is to be a 'loose' (as opposed to 'tight') culture (Triandis 2001) . In loose cultures, it is argued that there is a stronger tolerance for deviation from norms found in relatively varied societies (where several normative systems coexist), where people do not depend on each other so much, and where population density, and thus the opportunity for surveillance, is low (Triandis 1995) . It has also been established that 'tight' cultures are more likely to be collectivist (Carpenter 2000) . In such cultures, people have clearer ideas about what behaviours are appropriate; they agree among themselves that sanctions are needed when people do not follow the norms. Tight cultures tend to include members that are highly Community Ment Health J (2013) 49:270-280 271 interdependent, and are to be usually more densely populated, in the sense that surveillance is high. According to Hall (1976) , collectivist cultures are also more likely to be 'high-context' in which there are multiple, cross-cutting ties and intersections with others, longer-term relationships are aspired, and group harmony are core cultural values. Therefore, in such cultures where conformity to norms is highly valued, surveillance is high, and there are dense, multiple connections between people, it is not surprising that mental illness is easily perceived as outside of the norm and therefore devalued, rejected and stigmatised.
In the present study, we aimed to investigate how explanatorily effective the individualism-collectivism paradigm was in explaining attitudes towards mental illness stigma. Collecting new samples of mental illness attitudes and individualism/ collectivism data among the study cultural groups is also important as culture is a dynamic, constantly changing phenomenon which, as such, requires continuous investigation.
It was hypothesised that people from traditionally labelled 'individualistic' cultures (i.e. Americans and white-English) are less likely to hold stigmatising attitudes towards mental illness compared to people from collectivistic cultures (i.e. Greek/Greek Cypriots and Chinese). This was based on the theory that people from individualistic cultures are more likely to tolerate diversity and deviation from the norm because such cultures are extremely fragmented, with extensive individuality, due to the desirability of personal goals. In collectivistic cultures, where there is less diversity and fragmentation as people desire in-group goals and norms, people who deviate from the norm are more visible to the community due to higher surveillance levels and the existence of numerous intersections and connections between people. As a consequence, families are more likely to try to hide the existence of a member who has a mental health problem, and are therefore less likely to attempt to access the appropriate services. In such communities where there is less contact and knowledge about mental health problems, stronger negative attitudes are likely to exist, as previous research indicates (Galletly and Burton 2011; Papadopoulos et al. 2002; Pettigrew and Tropp 2006; Wolff et al. 1996a ).
Methods

Participants
Three hundred and five UK-based individuals participated in a cross-sectional quantitative survey through the use of snowball sampling. Of these, 75 described themselves as primarily belonging to the white-English cultural group, 77 to the Greek/Greek Cypriot group, 78 to the American group, and 75 to the Chinese group. One hundred and forty four participants were male, and 161 were female. A full breakdown of the socio-demographic details of the study participants can be seen in Table 1 .
Instruments
The study questionnaire consisted of four sections. Firstly, a socio-demographic section with questions on age, gender, culture, place of birth, educational levels, marital status, occupation (for social class; MRS, 2003), religiousness, generation, first language, place of education, and length of stay in England.
The second section consisted of the 'Community Attitudes to Mental Illness scale' (CAMI) (Taylor and Dear 1981) . The tool measures levels of 'authoritarianism' (AU), 'benevolence' (BN), 'social restrictiveness' (SR) and 'community mental health ideology' (CMHI). This tool was selected as it has been shown to be both valid and reliable (Byrne 2001; Sevigny et al. 1999; Song et al. 2005; Byrne 2001; Sevigny et al. 1999; Song et al. 2005 ) relatively brief and focuses on community rather than professional attitudes toward the mentally ill. Our alpha-coefficient reliability tests of the CAMI inventory also showed strong reliability on each attitudinal scale (AU = 0.8; BN = 0.83; SR = 0.85 and; CMHI = 0.84).Authoritarianism refers to a view of the mentally ill person as someone who is inferior and requires coercive handling; benevolence corresponds to a paternalistic and sympathetic view of the mentally ill; social restrictiveness refers to the belief that the mentally ill patients are a threat to society and should be avoided and; community mental health ideology concerns the acceptance of mental health services and mentally ill patients in the community (Taylor et al. 1979) .
The third questionnaire section incorporated questions that assessed participants' knowledge of mental health problems, and their previous level of contact with mental illness (Wolff et al. 1996b) .
The fourth section consisted of the validated 'verticalhorizontal individualism-collectivism scale' (VHIC) in order to measure each participant's level and type of individualism and collectivism (Triandis 1995) . 'Total collectivism' and 'total individualism' scales were produced and tested for alpha-coefficient reliability for which both scales scored highly (.913 and .850 respectively). An overall individualism-collectivism score was then constructed for each participant. This was calculated by subtracting the 'total collectivism' score for each participant from their 'total individualism' score. This created a negative-positive measure where 0 = evenly individualistic and collectivistic, [0 = individualistic, and \0 = collectivistic. The maximum collectivistic score recorded was -75, whereas the highest individualistic score was 104. The scale also afforded measurements of horizontal collectivism (e.g. ''If a co-worker gets a prize, I would feel proud''), vertical collectivism (e.g. ''I would do what would please my family, even if I detested that activity''), horizontal individualism (''One should live one's life independently of others'') and vertical individualism (e.g. ''It is important to me that I do my job better than others''). Alpha-coefficient reliability for these scales were also of a good level (.890, .845, .814, and .802 respectively) .
Analysis
The data collected from the questionnaire-based survey were analysed using SPSS (v.13). Data cleaning and checking was then conducted. Missing value analysis was performed on missing data used which replaced missing data with analysed estimates. Frequencies and descriptives were calculated for all levels of data. Non-parametric Mann-Whitney U tests, Kruskal-Wallis H tests, and Spearman's rho were used where appropriate to establish which factors significantly associated/correlated with the CAMI constructs. These variables were then entered into a binary logistic regression analysis per cultural group, for which the four CAMI constructs were used as dependent variables. When transformation of linear, non-categorical variables was necessary, the median (for splitting into two categories) and median-based percentiles (for splitting into three or more categories) were utilised. Model strength was evaluated using Nagelkerke R 2 , and model goodness of fit level was evaluated using the Hosmer-Lemshow statistic. Odds ratios were determined using the 'Exp(B)' statistic. Unexplained model variance was measured using the '-2 Log likelihood' (2LL) statistic.
Results
Individualism-Collectivism Scores within Cultural Groups
The American participants scored the highest median individualism score (median = 28, range = -19 to 104), followed by the English (median = 19, range = -40 to 87), Chinese (median = -8, range = -58 to 35) and Greek/Greek Cypriots who conversely scored the highest median collectivism score (median = -10, range = -75 to 67). These score differences were significant (KruskalWallis H = 94.238, p \ .01). The Greek/Greek Cypriot, Chinese and, particularly, the American groups scored higher in the vertical measure, the white-English group scored higher in the horizontal measure (see Fig. 1 ).
Mental Illness Attitudes within Cultural Groups
There were significant differences in stigma levels in each of the four cultural groups ( Table 2 ). The American group scored significantly lower on each of the four stigmatising measures than the other cultural groups. The white-English group scored the next lowest on each measure, followed by the Greek/Greek Cypriot group, and finally the Chinese group, who held the most stigmatising views.
Individualism-Collectivism as an Explanatory Factor of Mental Illness Attitudes within Cultural Groups
The strongest impact of the individualism-collectivism measure in explaining the CAMI attitudes was found within the American sample, for which three significant correlations were revealed (AU: rho = -.315, p \ .01; SR: rho = -.349, p \ .01; and CMHI: rho = .227, p \ .05). The only other significant correlation was found within the Chinese group (CMHI; rho = .306, p \ .01). No significant correlation scores were found within the English and Greek/Greek Cypriot groups.
A regression analysis of the American and Chinese groups included all variables found to significantly associate with at least one of the CAMI constructs (including individualism-collectivism). For the American group, these variables were mental health knowledge, mental health experience, percentage of lifetime spent in the UK, educational level, and marital status (see Table 3 Within the Chinese cultural group, eight factors were found to associate with at least one of the CAMI constructs (including the 'individualism-collectivism' measure) (see Table 4 ). A regression analysis of these factors revealed The effect of including or excluding the individualismcollectivism variable from the modelling data in terms of model strength and unaccounted-for variance per CAMI construct can be seen in Table 5 .
Discussion
The results of this study partially supported the hypothesis that the individualism-collectivism paradigm can be applied to explain mental illness attitudes. The paradigm helped explain attitudes within the Chinese and, particularly, the American sample groups, with both unaccountedfor variance in CAMI scores increasing, and model predictive power decreasing when the variable was excluded from modelling. For the American sample, the paradigm was found to be effective in explaining authoritarianism, benevolence, and social restrictiveness. Conversely, the only CAMI construct which the paradigm significantly influenced within the Chinese group was CMHI.
More specifically, higher scores of individualism in these groups correlated with less stigmatising attitudes, whereas higher scores of collectivism correlated with more stigmatising attitudes. Since individualist values were also found to be prominent within the American group, this branch of the paradigm was considered more important in explaining mental health attitudes than collectivism. The opposite was true of the Chinese group, since collectivist values were found to be more encompassing of this group.
In contrast, the paradigm had little or no statistical effectiveness in explaining how Greek/Greek Cypriots and English groups stigmatise mental illness. One potential explanation for these differences could be that the American and Chinese groups scored the lowest and highest CAMI stigma scores respectively. This suggests that the paradigm's explanatory power corresponds to the level of stigmatisation within a particular culture. Indeed, the paradigm was found to independently predict three of the four CAMI attitudes within the Americans group, which was also found to be the least stigmatising group. While the Chinese group were the most stigmatising group, their scores cannot be considered to be extremely stigmatising. This may explain why the paradigm could only independently predict one of the four CAMI measures in this group. These results also suggest that collectivism plays a more explanatory role for groups that are strongly stigmatising, whereas individualism plays a more explanatory role for those who are more positive in their attitudes towards mental illness. Therefore, the paradigm should be particularly explanatorily effective for groups who are more stigmatising than this study's Chinese sample, and that their negative stigma scores would more likely correlate to levels of collectivism than individualism.
It is also likely that how individualistic or collectivistic a particular group is will associate with how explanatorily effective the individualism-collectivism paradigm is in explaining mental health attitudes. The fact that the paradigm was most effective in explaining attitudes within the American sample, and that this group's individualism score was considerably higher than any of the other groups' individualism-collectivism scores, supports this theory. Indeed, the notion that the more strongly individualist or collectivist a culture is, the more it is influenced by the paradigm's mechanics, is one which is also supported by other researchers of the individualism-collectivism paradigm (Hofstede 2010; Triandis 1995 Triandis , 2001 ). However, the finding that the English group does not benefit from the individualism-collectivism paradigm as an effective explanatory factor is inconsistent with this idea since its individualism score was higher than the Chinese group's collectivism score. It is likely that this incongruity is the result of the English group scores reflecting horizontal individualism more than vertical individualism. In horizontal individualist cultures, people pursue their independence and uniqueness but emphasise a stronger preference for societal equality and community than those from vertical cultures in which hierarchy and class inequality is more readily accepted (Triandis 2001; Triandis and Suh 2002; Yang et al. 2007 ). Therefore, the hypothesis that people from individualist cultures are more likely to tolerate diversity and deviation from the norm because such Generation a 1st n/a n/a n/a n/a n/a 2nd and 3rd U First language English n/a n/a n/a n/a n/a cultures are more fragmented, due to the desirability of personal goals, holds more weight for vertical individualist cultures than horizontal-individualist cultures. This offers a reasonable explanation for why the individualismcollectivism paradigm was less effective for the English group compared to the Chinese group. This study's hypothesis extends to the idea that collectivist cultures will be more stigmatising due to the lower levels of diversity and fragmentation usually found in such cultures, and the associative theory that people who deviate from the norm are more visible to the community due to higher surveillance levels. Thus, it might also be expected that the individualism-collectivism paradigm is more effective in explaining mental health attitudes within horizontal-collectivist cultures compared to vertical-collectivist cultures, since community strength is considered higher and cultural complexity is lower in horizontalcollectivist cultures (Triandis 1995) . However, this study cannot directly evaluate whether such a difference exists, since both the Chinese and Greek/Greek Cypriot cultures sampled in this study are both generally more vertical than horizontal-collectivist cultures. One may argue that this hypothesis lacks some credence when considering that the Greek/Greek Cypriot sample scored slightly higher than the Chinese group in horizontal collectivism, yet the Chinese group were found to be more stigmatising. However, it is possible that the negative impact of poorer knowledge, education and personal experience levels about mental health problems in the Chinese sample overrides the explanatory power of the individualism-collectivism paradigm in this culture. Indeed, these factors have been shown to be more consistent statistical predictors of CAMI attitudes in this group than the individualism-collectivism paradigm. Furthermore, although the Greek/Greek Cypriot sample did score higher than the Chinese in the horizontal measure, this was a small difference, and cannot be used to dispute its vertical collectivist nature. Indeed, as this survey incorporated non-randomised, non-representative methods, none of the statistical results can be accurately generalised to the wider population. Additionally, the findings of all previous research literature point to the Greek/Greek Cypriot culture being one which is more vertically than horizontally orientated (Broome 1996; Koutsantoni 2005; Triandis 1995; Triandis and Vassiliou 1972) . The use of snowball sampling and relatively small sample sizes are two important study limitations. While this data collection technique was useful in contacting participants who are hard-to-reach (particularly first generation Chinese and Greek/Greek Cypriots), it results in low external generalisability reliability due to selection bias. Therefore, any inferences made about the meaning of the data can only appropriately be applied internally, and that generalisations and assumptions made to the wider UK-based white-English, American, Greek/Greek Cypriot, and Chinese populations must be treated tentatively. Further, any assumptions made about the American culture based on this study's survey data must only be in reference to white-Americans who are of European descent and are from eastern, urbanised States. Similarly, this data best reflects urbanised white-English, Greek/Greek Cypriot and Chinese populations. It is also important to bear in mind that our results are broad generalisations and, as such, certainly do not apply to each person in that cultural group. However, they do represent a summary of the group's level of individualism/collectivism, their attitudes towards mental illness and other factors which are important for developing a more comprehensive understanding of the relationship between culture and mental illness stigma.
To our knowledge, this study represents the first time that the individualism-collectivism paradigm has been tested as an explanatory device for mental illness attitudes. As previously stated, examining whether and why cultural values influence mental illness stigma is important, particularly given the growing evidence-base of significant mental illness stigma variation across cultural groups (which this study now adds to). Specifically, the findings indicate that people who experience mental illness are more likely to be publically stigmatised within cultures that align themselves with collectivist values. As argued by Abdullah and Brown (2011) and Al-Issa (1995) , the likelihood of stigma increases further if a behaviour is perceived as deviation from the norm. As such, it is possible that particular behaviours considered by many Western cultures to be symptomatic of mental illness, may not be stigmatised within cultures (including collectivist cultures) which do not perceive the behaviour as outside of the norm. Therefore, it is clear that the likelihood of mental illness stigma occurring within a particular culture is mediated by a range of complex cultural factors such as context, norms, history and values systems such as individualism/collectivism.
The implications of these findings are that any future research aiming to provide a holistic understanding of the contributory factors of mental illness stigma on an individual and/or, especially, a socio-cultural level, should include a consideration of the individualism/collectivism paradigm's role. This is particularly important when research samples consist of participants who hold highly collectivistic and/or individualistic values. Additionally, anti-stigma initiatives should take into consideration the effects of the paradigm may play on mental illness attitude formations, particularly in collectivist cultures where stigma may be more prevalent. When campaigns target collectivist 'high context' cultural groups, in-group locally trusted group members or organisations should be involved in the delivery of anti-stigmatising initiatives. Mental health professionals should also integrate the paradigm into their understanding of culture, so that they can be as sensitive, knowledgeable, and competent as possible when interacting with people whose behaviour, values, and attitudes are influenced by collectivist or individualist notions. If these findings and their implications are considered by anti-stigma policy-makers and relevant health-care professionals, their understanding of mental illness stigma can be advanced, and, as a result, the damage and prevalence of such stigma can helped to be reduced.
